The case is interesting as it shows that an extensive and vascular growth may be safely removed from the nose after temporary ligature of both external carotids and laryngotomy. If removal had been attempted without these preliminaries, it is probable that the patient would have bled to death. Ligature of the left external carotid alone would not have been sufficient to control the hoemorrhage.
The Diagnosis of Aneurysm of the Descending Thoracic Aorta.
By W. ESSEX WYNTER, M.D.
THE observations I wish to offer on the subject of aneurysm affecting the descending thoracic aorta were made on a series of cases in the Middlesex Hospital before the introduction of Rontgen rays as an aid to diagnosis, and include a recital of such clinical indications, more or less comimon to them all, which should raise suspicion of such lesion sufficient to call for the employment of this means, either to confirm or exclude its presence. Acting on such indications, I am able to cite two cases in which the diagnosis was made eighteen months or more before the final catastrophe, in which confirmation was afforded by skiagrams.
It may be premised that an uncomplicated local aneurysm projecting forwards in the left pleural cavity will give rise to practically no signs or symptoms, because in this situation it can for a time increase in size without affecting any irmportant organs or structures. Such was the case in a woman, aged 58, dying of advanced pulmonary tuberculosis, in wholmi was found a sacculated aneurysm of the last 4 in. of the thoracic aorta, eroding the corresponding vertebrae, and almost filled with clot. There had been no complaint which could be referred to this source during life, and the condition was quite unexpected till disclosed at the necropsy. In other cases, however, there were certain indications which, if taken into account, would, with the aid of X-rays, establish the diagnosis. These were:
Constant pain, with exacerbations, especially at night, referred to the back and left side of the chest. Post-mortem examinations disclosed erosion of vertebrae, exposure of intercostal nerves in the sac, and recurring pleurisy at the edge, extending over a variable portion of the lung surface. One or other of these, in addition to varying tension in -the aneurysm itself, would probably supply an explanation of the varying nature and intensity of such pain.
A brassy cough, with slight expectoration or hemoptysis, was fre--quent, and might be attributed to the samne causes as the pain, or, in many instances, to a concomitant condition of atheroma and dilatation of the arch. For extensive aortic disease was the rule, and in some instances produced such definite signs as pulsation over the anterior chest wall, a ringing aortic second sound, paralysis of the left recurrent laryngeal nerve, unequal pupils, tracheal tugging, and that lengthening -of the arch which is associated with displacement of the heart downwards and outwards. In two instances a discovery of this kind led to -diagnosis of thoracic aneurysm and the adoption of a suitable line of treatment, but when they proved fatal the disclosure of the sac below -the arch was quite a surprise.
Weakness of the respiratory miurmur on the left side of the chest was noted in a number of cases, and complaint was frequently made of -dyspnoea and palpitation when lying on that side.
Hwmoptysis in relatively slight degree occurred at intervals in a minority; in some, many months before the fatal rupture. In one instance this appeared to be the only indication besides the patient's own sensations, for on blood-casts of the long lower bronchi being identified in the sputum the patient consulted a leading physician, who failed to discover any indications of disease at all, yet within a fortnight the man died suddenly of a copious hmemorrhage.
Profound weakness and inability for work are the first, and sometimes the only, complaints nmade by the patient. This might reasonably be attributed to the pretty constant association of low blood-pressure, so far as this could be inferred from a soft pulse.
The two cases which, acting on these indications, I submitted to X-rays, and so definitely recognized this obscuLre form of aneurysm, were:
(1) J. W. C., aged 45, admitted March 21 and discharged AMay 25, 1904 . He had had syphilis twenty-three years before, and first complained of pain between the shoulders in 1899. Slight hwmoptysis occurred eight months before admission, and he complained also of great weakness and dyspnoea on exertion, with constant pain in the back and left side of the chest. There was just a suggestion of clubbing of the fingers. The pupils were equal and reacted to light. Pulse 72, regular; tension low, synchronous in the radials, and apparently not delayed in the femorals. There was some thickening of the arterial walls, but no pulsation in the capillaries. The heart's apex was in the sixth space in the nipple line, and there was some epigastric pulsation. Nobulging or pulsation on the chest wall could be found, either back or front, nor any abnormal area of dullness. Slight tracheal tugging could be elicited. Therewere no cardiac or other bruits. There was tenderness to the left of the spine at the level of the seventh, eighth, and ninth spinous processes, but no pulsation. The second sound was accentuated over the aortic cartilage and at the apex. Heart-sounds were audible down the back. There was no obstruction of tbe cesophagus. The February, 1907 . G. S. M.,. aged 58, had then suffered for fifteen months from dull aching in the left side of the chest, back, and axilla. The apex-beat was in the fifth space in the anterior axillary line, dullness extending to the right edge of sternum. The first sound was normal; second (aortic) was accentuated. The sounds heard but indistinctly at the left base posteriorly. There was a tracheal tug. The pain at night was so severe that the patient could not remain in bed. As seen by X-rays, there is a large shadow showing to the right side of the dorsal vertebra reaching from the fourth rib downwards. The arch of the aorta is. much displaced to the left, and the heart is also displaced towards the left side.
Such cases are comparatively rare, these being the only two encoun--tered in the last five years; but the striking absence of physical signs. and tragic ending in nearly all by sudden copious hmmorrhage make them conspicuous in the memory, and any means of recognizing them will be valuable in at least preventing mistakes which would never be forgotten.
DISCUSSION.
Dr. ALEXANDER MORISON said the pain in such conditions was sometimes of a very excruciating character and its relief often difficult. Last year he saw such a case in consultation, in which for the relief of pain the patient had to rest on his knees and elbows. He had discussed with Mr. Godlee the Question of division of the posterior roots of the spinal nerves concerned. Such an operation would have been critical for many reasons, but if he met with suclh a distressing case again he would take the risk of disaster by advising surgical isolation of the area of intercostal stimulation, either by careful dissection or by injecting alcohol into the posterior root-ganglia.
Dr. MORISON, an-swering Dr. Rolleston, said the patient was to a considerable extent under morphine, but yet suffered great pain, and he (Dr. Morison) did not think the operation suggested, if properly carried out, would entail undue risk. The PRESIDENT (Mr. Pearce Gould) said that two years ago he was asked to see a gentleman who had a very large aortic aneurysm springing from the first part of the arch and bulging a long way into the right pleural cavity. The patient also had gall-stones and had had repeatedattacks of very severe biliary colic, which caused him to writhe in bed. Large doses of morphine had been given to secure him some respite from the pain. The physicians felt that the frequent recurrence of the severe biliary colic was so prejudicial to him that he (Mr. Gould) was asked to see him with a view to operation. The patient was submitted to it, he bore it very well, and recovered well from it. Last year the same patient had right-sided empyema. He was again sent for, and first aspirated and then drained the right pleural sac. He stood both operations well, but he subsequently had venous thrombosis first in the jugular and subclavian veins on one side and then on the other, and after a prolonged illness he died. He mentioned the case as an illustration of the possibility of operating upon patients who are the subjects of extensive aortic aneurysm.
Dr. ESSEX WYNTER, in reply, said the point he wished to draw attention to was the occurrence of pain in the back and left side, which was so constant, and the peculiar weakness and absence of physical signs. X-rays should be used in those doubtful cases, because unless there was some associated complication, such as dilatation of the arch, aneurysm of the descending thoracic ,aorta was out of the reach of diagnosis.
